Schofield and Grace reviewed the published results of anal sphincter repair studies and arrived at the following conclusion: ' Well-performed primary repair gives the best chance of acceptable continence. Although there are a significant number of women who have persisting symptoms, it is only a minority who have sufficiently severe symptoms to justify a delayed repair. Whilst a delayed repair is worthwhile and will produce good results in about half the patients, there remains a large group in whom delayed repair fails completely'. 4 Vaizey and Phillips contest this, and argue that 'the selective conclusions of Schofield and Grace can no longer be used as scientific evidence on which to base compensation for a missed obstetric injury'. 6 They point out flaws in direct comparisons between primary and secondary repairs; for example, some women undergoing secondary repair may have had one or more previous repair operations. Although they affirm that 'it is not currently possible to state that a delayed repair has a better or worse outcome than a primary repair', they go on to speculate as to why a secondary repair could be expected to give better results than a primary repair -such as better preoperative assessment, absence of the degree of bleeding commonly encountered in a parturient, and the presence of scar tissue which could provide a better anchor than muscle for the placement of sutures. Despite these perceived advantages, the published results of secondary repair are not as good as those of primary repair. What is more, the results of primary repair can be improved through better training of obstetricians, many of whom admit to being inadequately trained for this procedure 7 -which is saying that the results of primary repair in the hands of suitably trained surgeons will be superior to the reported success rates for secondary repair.
"Despite these perceived advantages, the published results of secondary repair are not as good as those of primary repair."
In comparing two medical interventions (or intervention versus non-intervention), the most reliable tool to employ is a random-allocation trial. This approach to medical enquiry allows comparison of like with like, both study groups being as similar as possible except for the intervention being studied. Unfortunately there are no random allocation trials comparing primary with secondary repair of obstetric anal sphincter injury, and there will be ethical and logistical obstacles to conducting one. In the absence of this high level of evidence, we are obliged to rely Obstetric perineal injury is a subject that has been extensively covered in previous issues of Clinical Risk. [1] [2] [3] [4] [5] We revisit the subject in this issue because the paper by Schofield and Grace 4 published in this journal five years ago has elicited a dissenting response from Vaizey and Phillips 6 (page ...). As Kristina Naidoo 7 points out (page …), damage to the anal sphincter during childbirth is common. The damage may be overt (and, we hope, recognised) or occult. The usual practice in the UK is to repair any recognised anal sphincter injury before the woman leaves the delivery suite (primary repair). Sometimes the tear is missed and the repair is performed months after the injury, usually by a colorectal surgeon (secondary repair). A secondary repair may also be performed where a primary repair has been unsuccessful.
"The usual practice in the UK is ... primary repair."
Schofield and Grace reviewed the published results of anal sphincter repair studies and arrived at the following conclusion:
'Well-performed primary repair gives the best chance of acceptable continence. Although there are a significant number of women who have persisting symptoms, it is only a minority who have sufficiently severe symptoms to justify a delayed repair. Whilst a delayed repair is worthwhile and will produce good results in about half the patients, there remains a large group in whom delayed repair fails completely'. 4 Vaizey and Phillips contest this, and argue that 'the selective conclusions of Schofield and Grace can no longer be used as scientific evidence on which to base compensation for a missed obstetric injury'. 6 They point out flaws in direct comparisons between primary and secondary repairs; for example, some women undergoing secondary repair may have had one or more previous repair operations. Although they affirm that 'it is not currently possible to state that a delayed repair has a better or worse outcome than a primary repair', they go on to speculate as to why a secondary repair could be expected to give better results than a primary repair -such as better preoperative assessment, absence of the degree of bleeding commonly encountered in a parturient, and the presence of scar tissue which could provide a better anchor than muscle for the placement of sutures. Despite these perceived advantages, the published results of secondary repair are not as good as those of primary repair. What is more, the results of primary repair can be improved through better training of obstetricians, many of whom admit to being inadequately trained for this procedure 7 -which is saying that the results of primary repair in the hands of suitably trained surgeons will be superior to the reported success rates for secondary repair.
"Despite these perceived advantages, the published results of secondary repair are not as good as those of primary repair."
In comparing two medical interventions (or intervention versus non-intervention), the most reliable tool to employ is a random-allocation trial. This approach to medical enquiry allows comparison of like with like, both study groups being as similar as possible except for the intervention being studied. Unfortunately there are no random allocation trials comparing primary with secondary repair of obstetric anal sphincter injury, and there will be ethical and logistical obstacles to conducting one. In the absence of this high level of evidence, we are obliged to rely on less robust observational studies conducted on subjects of varying demographic and clinical attributes. Most primary repairs are performed on young women, whereas studies on secondary repair commonly include much older women (and, in some cases, men). Some primary repairs involve only partial sphincter tears but secondary repair is usually performed only for complete tears. The duration of follow-up in the studies also varies, and it is known that with damage to the anal sphincter, symptoms deteriorate with time.
Whilst these limitations are recognised, it must be emphasised that the question is not really whether primary repair gives a better or worse outcome than secondary repair. The relevant question is this: if an anal sphincter injury has been missed at childbirth and the woman has to have a secondary repair, has she missed the best chance of having a good outcome? We do not have the highest level of scientific evidence to answer this question, but there are a few factors that must be taken into account when addressing the question.
"... the question is not really whether primary repair gives a better or worse outcome than secondary repair."
Firstly, a missed tear will heal almost entirely by scar tissue and will be less amenable to successful secondary repair than would a failed primary repair.
Secondly, it is well-established that the results of primary repair are much better when the repair is performed by a suitably trained surgeon; and one can say from personal experience that the training of registrars in this regard has improved immensely in the last five years. Indeed, more recent studies 8 show improving results for primary repair.
Thirdly, if a woman is symptomatic after a repair this may reflect nerve damage at childbirth rather than a failed muscular repair.
Lastly, but perhaps most importantly, when an anal sphincter tear is missed at delivery the woman is denied choice. Interestingly, nowhere else in the body would a fresh laceration be the subject of a delayed rather than an immediate repair. Vaizey and Phillips rightly say that there are difficulties in comparing primary with secondary repair; but they do not establish that a woman with a missed anal sphincter tear has not lost her best chance of having a good outcome. Until that has been established it seems likely the courts will take it that, on the balance of probabilities, primary repair of healthy tissue will give a better result than delayed repair of scarred tissue. 05.ED.txt.01 23/2/05 11:45 am Page 2 on less robust observational studies conducted on subjects of varying demographic and clinical attributes. Most primary repairs are performed on young women, whereas studies on secondary repair commonly include much older women (and, in some cases, men). Some primary repairs involve only partial sphincter tears but secondary repair is usually performed only for complete tears. The duration of follow-up in the studies also varies, and it is known that with damage to the anal sphincter, symptoms deteriorate with time.
Lastly, but perhaps most importantly, when an anal sphincter tear is missed at delivery the woman is denied choice. Interestingly, nowhere else in the body would a fresh laceration be the subject of a delayed rather than an immediate repair. Vaizey and Phillips rightly say that there are difficulties in comparing primary with secondary repair; but they do not establish that a woman with a missed anal sphincter tear has not lost her best chance of having a good outcome. Until that has been established it seems likely the courts will take it that, on the balance of probabilities, primary repair of healthy tissue will give a better result than delayed repair of scarred tissue.
